Montana Association of Counties FIRST REPORT Adjusters Date Stamp

Workers’ Compensation Trust of Injury and Occupational Disease
MACo JPA MACO CLAIMS DEPARTMENT
P.O. Box 7059 Helgna, MT 59604

Worker
LasT NAME FIRST NAME M.L DATE OB BIRTH SOCIAL SECURITY NUMBER
HOME ADDRESS Ccriy STATE PosTAL CODE
PHONE NUMBER EnucaTioN [ Luss THAN HIGH SCHOOL GENDER MARITAL STATUS NUMBER OF DEPENDANTS

[0 GEID OR HIGH SCHOOL DIPLOMA O Mz O unknown | ] Marrien [ SeparatTED
[] BEYOND HIGH SCHOOL O Fomug £l Nor O unknown

Wages

DATE HIRED (GROSS FARNINGS FOR FOUR PAY DATE/ AMOUNT DATE/ AMDUNT DATE/AMOUNT DATE/ AMOUNT
PERIODS PRECEDING THE INJURY / / /
EMPLOYMENT STATUS NUMBER OF DAYS WORKED | WAGEH O Hour O werx I mont OFiER:
O FoTive O PartTime [0 SeAsoNAL [ VOLUNTEER | PER WEEK O Day [ Bl-wrEKLY [ year
IN ADDITION TO GROSS EARNINGS CTTED ABOVE WORKER RECEIVED: ESTIMATED VALUE [F ANY
OBoarp & koo  [Jovermime O Bonus [ Commssions [ OrHer:
WORKED NIXT SCHEDULED CHE WORK MORE THAN 5 WORK [IAYS DATE LAST WORKLDY 2ATE OF RETURN TO WORK FULL WAGES PAID #OR DATE SALARY CONTINURD?
SHIFT O ves ENo O Norsure orINjury? OJves O No Ovyes [ONo
[ ves O nNo
Accident Description
Jos TmE DESCRIPTION OF ACCIDENT
CAUSE OF INJURY PART OF BODY NATURE OF INJURY DATE AND TIME OF INJURY
s i K 3 Bt 25 B /
- DATE DISABILITY BEGA} DATE OF DEATH NAMES OF WITNISSES:
L s 1 7 3)
ACCIDENT ON EMPLOYER'S: PREMISES? ACCIDENT ADDRESS OR LOCATION
O ves OxNo crry STATE POSTAL COPE
DATE EMPLOYER NOTIFIED ACCIDENT REFORTED TO ) SAFELY EQUIPMENT PROVIDED? SAFETY FQUIPMENT USED?
’ O ves O No O ves O No
.

Medical
ATTENDING PHYSICIAN'S NAME ADDRESS SIATE POsTAL CODE PHON1 NUMBER
HOSPITAL NAME ADDRESS STATE POSTAL CODE PHONE NUMBER
“TYPE OF INITIAL MEDICAL TREATMENT RECEIVED LJ NO TREATMENT [ EMERGENCY ROOM TREATMENT ON-SITE BY EMPLOYER OR MEDICAL STAFF L] CLINIC/DR, OFFIGE ] HOSPITAL

Si gnature

-
*This is my claim for workers® compensation benefits due to the on-the-job injury, occupational disease or death of the above named worker, Tunderstand that signing
this claim for compensation authorizes the release of rehabifitation records, Social Security records and health care information relevant to this claim to the workers’
compensation insurer and the insurer’s agents (medical records pursuant to HIPAA, Public Law 104-191, 42 U.S.C. 1301 ¢t 5eq. and Section 50-16-527(4)&(5). 1 also
understand that if  obtain or exert unauthorized contral over workers’ compensation benefits, I may be fined and/or imprisoned.”

Signature of Injured Worker or Bencficiary: Date
Employer
EMPLOYER NAME DOING BUSINESS AS FEDERAL EMPIGYER IDENTIFICATION NUMBER (TAX 1.1D)
MAILING ADIIRESS: crry Srame POSTAL CODE PHONE NUMBER
LOCATION OF OPERATION, 1F DMFFERENT FROM MATEING ADDRESS NATURE OF BUSINESS OR SIC/NAICS SeLr-Insuren? ] YES O No
CobR
EMPLOYER 15 A [ JSOLE PROPRIETORSHIP [ ] PARTNERSHIP INJURED WORKER 15 4 L] SOLE PROPRUETORSHIP TTPARINERSHIP [ A MEMBER OF THE EMPLOYER'S (SOLE PROPRIETOR OR
OcCorroraTION [0 LiMiTED LIABILITY COMPANY O corroraTION [ LMITED LIABILITY COMPANY PARTNER) FAMILY LIVING IN THE EMPLOYER'S HOUSEHOLD.
120 YOU HAVE ANY 17 YES, PLEASE FXPLAIN FULLY. USL SEPARATE SHEET IF YOU NEED ADDITIONAL SPACE, WAS WORKIR [NJURED WHILE IN
rEAson TO QuesTion O ves  [J No vouremerov? L1 yis [ no
THIS ACCIDENT?
PREPARED BY OFIICIAL TITLE Dane:

PAYROLL CLASSIFICATION CODE

UNDER WHICH YOU REPORT

EMPLOYEE'S WAGHS AUTHORIZED EMPLOYER'S SIGNATURF, IIATE,

Insurer

I'HE ABOYE INFORMATION 15 CORRECT WITH THE FOLLOWING EXCLPTIONS O
LKATTACH LXTRA SHEETS IF BOX AT RIGHT 15 CHRCKED}

ICLAIM ADMINISTRATOR'S CLATM NUMBER

Ty i I

gss2 |

TRD. PARTY. CLAIM ADMINISTRATOR'S NAME. e
PMACO CLAIMS B : PRV, 1T W |
NSURER NAME R : o ' & e Do s JTHIRD PARTY ADMINISTRATOR FEIN

JQLICY NUMBER [POLICY EF_HQC[‘NE DATE PoLICY EXPIRATION DATE




